Gastroschisis and omphalocele are the two most common congenital defects of the abdominal wall presenting as neonatal surgical emergencies. Omphalocele has been recognised for a long time, whereas gastroschisis has only recently become a separate diagnosis.' By 1961 only 31 cases of gastroschisis had been reported,2 but the number of patients described since has been increasing considerably. 34 Contrary to what was once thought, the clinical differences between gastroschisis and omphalocele are not limited to intestinal herniation, located at the base of the umbilical cord in the case of omphalocele, and lateral to the umbilicus in the case of gastroschisis. Additional anomalies and chromosomal aberrations are much less common in cases of gastroschisis than of omphalocele.5 Furthermore, important anomalies are infrequent in families of probands having gastroschisis in contrast to those having omphalocele. Familial gastroschisis has been described, but it is very rare.6 These facts not only emphasise the difference between gastroschisis and omphalocele, they also suggest that gastroschisis could be caused by some type of intrauterine injury to a genotypically normal conceptus, probably before the physiological closure of the abdominal wall at the tenth week of gestation. This exceptional hypothesis has not stimulated much research on the aetiology of gastroschisis.
The Nordic Working Group on Occupational Reproductive Hazards undertook a study of gastroschisis and omphalocele in Denmark, Finland, Norway, and Sweden to explore possible reasons for the apparent increase in the prevalence of gastroschisis. The results from Finland are reported here; some results from Sweden4 and from Norway7 have already been published.
Material and methods
Information on the cases of gastroschisis and omphalocele was primarily for 1970-9 but some information for 1964-9 was used in table 1. The data were collected from the Finnish Register of Congenital Malformations,8 9 death certificates, and from the journals of university clinics.
Information was sought about the patient (birth date, sex, weight, gestation time, types of malformations), the mother (age, parity, occupation, community of residence), and the father (age, occupation). The birth prevalence of gastroschisis decreased with the increasing age of the mother, whereas that of omphalocele increased, irrespective of whether the data were standardised for parity (fig 2) . The trend by age was highly significant for gastroschisis and non-significant for omphalocele.
In crude data the effect of parity appeared to follow that of the maternal age. Age-standardisation, however, changed the relative prevalence. A group.bmj.com on May 1, 2017 -Published by http://jech.bmj.com/ Downloaded from decreasing trend (non-significant in trend analysis) was still observed for the prevalence of gastroschisis with increasing parity, whereas the effect of parity for omphalocele was completely abolished by age-standardisation (fig 3) .
The distributions of gastroschisis and omphalocele were calculated for urban and rural communities. The prevalence of gastroschisis was 1*32 in urban communities and 0-74 per 10 000 births in rural communities, a difference that was statistically significant (p <0-05), but the prevalence of omphalocele in urban and rural communities was identical at 1-96 per 10 000 births. The concentration of cases of gastroschisis in urban communities remained statistically significant after standardisation for maternal age (table 2). The highest regional prevalences for gastroschisis were recorded for the southern province around Helsinki (Uusimaa, relative prevalence 1-41) and for a rather northern province (Oulu, relative prevalence 1.32). The lowest regional prevalences for gastroschisis were recorded in rural central Finland. Because the prevalence of gastroschisis appeared to vary by region, particularly in the early part of the 1970s, the annual prevalences (in three-year running averages) were plotted separately for the industrialised south and for the rural north (fig 4) . It was quite striking that the increase in prevalence for all of Finland was mainly due to the increase in northern Finland.
To test whether the observed urban-rural difference in the prevalence of gastroschisis could be explained only by the preferential ascertainment of cases from urbanised southern Finland, the urban-rural prevalences were calculated separately for southern and northern Finland for 1976-9, when the prevalence in the north had reached that of the south; the relative prevalences in the urban areas was 1-21 and in the rural areas 0-68, so that the urban-rural difference was observed in 1976-9. Thus the observed south-north difference failed to explain the observed urban-rural difference in the prevalence of gastroschisis.
It has been suggested that the Swedish data on gastroschisis point to a cohort effect-that is, the increased prevalence is peculiar to a specific birth cohort of women. The proposal was tested with the Finnish data in two quinquennia (table 3). The mean age of all childbearing women was increasing during the 1970s. The increase in age was only slightly higher for the mother and babies with gastroschisis. Thus the present series did not show a clear cohort effect. The increase in the age for the mothers of babies with gastroschisis could be noted both in southern and northern Finland, although the increase was slightly higher for southern Finland (table 3) .
Seasonal prevalences of the two malformations were apparently different (table 4). The prevalence of gastroschisis was highest for children born in the early part of the year while that of omphalocele did not deviate from the distribution of all births.
Data on the maternal occupations of the babies with gastroschisis or omphalocele were available for 62% and 55% of the cases, respectively. Allowing for these low figures, commercial and sales work was The present study confirmed the results of several other studies on the age-dependent probability of bearing a child with gastroschisis or omphalocele: for gastroschisis young women and for omphalocele old women appeared to be at particular risk.3 4 Low parity also appeared to be a risk indicator for gastroschisis, while parity appeared to have no effect on omphalocele after age-standardisation.
Some ecological variables appeared to correlate with the prevalence of gastroschisis but not with that of omphalocele. There were more cases of gastroschisis in urban communities than in rural communities, and more babies with gastroschisis were born to sales personnel and fewer to economically inactive women (housewives and farmers' wives) than to all working women. No mother in either series was employed in the printing industry, which has been overrepresented in an American series.13 Although the present findings may not be directly related to the aetiological factors of gastroschisis, they provide clues for further studies on possible underlying environmental factors.
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